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INTRODUCTION:  Haemophilus  inﬂuenzae  is  a common  cause  of bacterial  meningitis  in children  and  can
cause  upper  respiratory  tract  infections  in adults,  but  has yet  to be reported  solely  involving  intervertebral
discitis.  PRESENTATION  OF  CASE:  A  67-year-old  builder  presenting  with  fever,  myalgia  and  back  pain  isccepted 16 February 2012
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found  to  have intervertebral  discitis  (conﬁrmed  on  MRI)  caused  by  H. inﬂuenzae  (identiﬁed  on  blood
cultures).  DISCUSSION:  A nontypeable  form  of H. inﬂuenzae  has  not  been  reported  causing  discitis.  We
describe  a case  in  a relatively  ﬁt individual  who  was  treated  successfully  with  antimicrobial  treatment.  A
preceding  upper  respiratory  tract  infection  is  the  presumed  source  of  infection,  predisposed  by  long-term
low-dose  steroid  therapy.  CONCLUSION:  H. inﬂuenzae  is  a rare,  but treatable  cause  of  discitis.
ical Asteomyelitis © 2012 Surg
. Introduction
Haemophilus inﬂuenzae is the most common cause of bacte-
ial meningitis in children, and causes otitis media, epiglottitis
nd upper respiratory tract infections in older people, yet it
s infrequently reported causing disease elsewhere. Vertebral
steomyelitis due to H. inﬂuenzae is uncommon, and to our knowl-
dge, only seven other cases have been reported. None solely
nvolve the intervertebral discs, and only one of the previous seven
ases was caused by a nontypeable strain.7 We  describe a case in a
elatively ﬁt individual who  was treated successfully with antimi-
robial treatment. A preceding upper respiratory tract infection is
he presumed source of infection, predisposed by long-term low-
ose steroid therapy.
.  Presentation of case
A 67-year-old builder was admitted following a two-week his-
ory of nausea, vomiting, lethargy, fever and rigors unresponsive
o Oseltamivir. In the last three days he had developed a painful
ight shoulder, with no history of trauma and lower backache. He
ad no respiratory or abdominal symptoms and no recent dental
rocedures. His past medical history included gastritis, hyperten-
ion, nodular prurigo requiring long-term low-dose steroid therapy
nd a Hartman’s procedure with subsequent reversal for ulcerative
olitis in 1992.
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Vital signs were temperature 38.3 ◦C, pulse rate 120/min, respi-
rations 20 breaths/min and BP150/95 mmHg. Cardiac, respiratory,
abdominal and oral examination was normal. His extremities were
neurologically intact, power 5/5 bilaterally (MRC scale) and sen-
sation intact, but his right shoulder had globally reduced range
of movement with joint line tenderness. Palpation of the back
revealed exquisite pinpoint tenderness at the L4/5 intervertebral
disc and decreased lumbar ﬂexion due to pain.
WBC  count was 28.3 × 109/L with 88% neutrophils, hemoglobin
15.1 g/dL, urea 17.4 mmol/L, creatinine 167 mmol/L, liver func-
tion tests normal and C-reactive protein 510 mmol/L. Aerobic and
anaerobic blood cultures taken on admission identiﬁed H. inﬂuen-
zae bacteraemia. Subsequent serotyping proved the strain to be
nontypeable, sensitive to ceftriaxone. Right shoulder septic arthri-
tis was excluded after a negative joint aspiration (needle position
conﬁrmed under image intensiﬁer) and normal plain radiograph
(Fig. 1). Transthoracic echocardiogram did not identify any vegeta-
tion or thrombi. Magnetic resonance imaging (MRI) of his brain,
shoulder and lumbar region showed inﬂammation of the L4/5
disc, consistent with a diagnosis of intervertebral discitis (see
Figs. 2 and 3).
His  H. inﬂuenzae discitis was treated for 6 weeks with IV
antibiotics (co-amoxiclav, then ceftriaxone once sensitivities were
identiﬁed), then a further 6 weeks with oral antibiotics. CRP and
ESR at presentation were 510 and 17 respectively, but normalized
at twelve weeks with resolution of the back pain.
3. Discussion
Open access under CC BY-NC-ND license.This case is atypical for a number of reasons. Firstly, the pre-
sentation is unusual; given the main presenting symptom was
shoulder pain with systemic features of infection but no history
BY-NC-ND license.
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Fig. 1. AP radiograph showing normal anatomy of the right shoulder.
Fig. 2. Sagittal, T2-weighted MR  image showing increased signal intensity in the
L4/L5 disc, consistent with discitis.
Fig. 3. Transverse, post-contrast, T2-weighted MR image obtained at the level of
the L4/5 intervertebral space showing enhanced tissue in the center of the disc.PEN  ACCESS
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of weight loss. Back pain only developed after admission and
commencement of intravenous antibiotic therapy. Secondly, the
organism isolated is an unusual form of an unlikely organism, non-
typeable H. inﬂuenzae. This organism commonly causes infections
in children, but is less likely in adults.3 It is a fastidious non-motile
Gram-negative coccobacillus that is part of the normal respiratory
tract, conjunctiva and genitourinary ﬂora. The patient’s preceding
upper respiratory tract infection is the presumed source of infection
leading to a bacteraemia and resultant myositis and discitis. Thirdly,
the site of infection for this particular serotype of Haemophilus has
never previously been described and even vertebral osteomyelitis
with this organism is exceedingly rare (the authors identiﬁed only
seven case reports,1,3,6,8 and only one of these was nontypeable7).
In these patients, many have underlying diseases including alco-
holism, cirrhosis and diabetes mellitus.1,5 It is likely, however, that
the long-term steroid intake contributed to the etiology of this case.
Recent dental procedures are a likely causative factor, but no
association exists for the published case reports2 as with our case.
Other subspecies (Haemophilus aphrophilus) have also been iden-
tiﬁed as the causative organism of vertebral osteomyelitis4 and
discitis.2,5 Of the four cases of discitis caused by H.  aphrophilus,
two were at the L4/5 level, one at T11/12 and one at C4-7.5 Diag-
nosis was  most commonly made through clinical history and MRI
ﬁndings, as in this case, although ideally, tissue biopsy from the
disc should be obtained before commencing empirical treatment to
conﬁrm the diagnosis. H. inﬂuenzae is notoriously difﬁcult to cul-
ture from sites other than the respiratory tract, particularly after
antimicrobial therapy has been initiated. The decision not to per-
form a vertebral disc biopsy in this case was made as the patient
had already received 24 h of antibiotics, was  reluctant to undergo
another procedure and demonstrated a quick clinical response.
H.  inﬂuenzae is more virulent when encapsulated in polysac-
charide, as this protects the organism from phagocytic activity.
Serological typing differentiates organisms by the capsular anti-
gens they express. Nontypeable strains are not encapsulated, but
are considered more invasive and were found to be responsible in
64% of Haemophilus soft tissue infections in adults.9
Sensitivity to antibiotics differs widely for these organisms, our
isolate was  found to be sensitive to ceftriaxone, vancomycin and
ciproﬂoxacin. Duration of antibiotic treatment differed in the case
reports from 4 to 27 weeks, with a mean of 10 weeks.5 Our  case was
treated for a total of 12 weeks without recurrence or complications
at 6 months.
4.  Conclusion
Nontypeable H. inﬂuenzae is a rare, but treatable cause of disci-
tis. Diagnosis should be made from clinical history, examination
ﬁndings, positive cultures and imaging using MRI where possi-
ble. Ideally, tissue biopsy from the disc should be obtained before
commencing empirical treatment if the clinical situation allows.
Treatment duration should be dictated by clinical and biochemical
response. The authors would advocate ten to twelve weeks unless
contraindicated.
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